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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION I. IDENTIFICATION, GENERAL INFORMATION AND CERTIFICATION

RECEIVED

DEC 17 2018

This Section must be completed for all projects.

Facility/Project Identification
Facility Name: Rush Oak Brook Surgery Center HEALTH FACILITIES 8|
Street Address: 2011 York Road SERVICES REVIEW ROARD

City and Zip Code: Qak Brook, IL 60521
County: DuPage Health Service Area: VIl - Health Planning Area: A-05

Legislators
State Senator Name: Chris Nybo
State Representative Name:  Patricia R. Beliock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]
Exact Legal Name: Rush Oak Brook Surgery Center LLC
Street Address: 2011 York Road

City and Zip Code: Qak Brook, I 60521

Name of Registered Agent: Carl Bergetz

Registered Agent Street Address: 1700 W. Van Buren Street, Suite 301
Registered Agent City and Zip Code:  Chicago, IL 60612

Name of Chief Executive Officer: Michael J. Dandarph, Manager

CEQ Street Address: 1653 W. Congress Parkway

CEQ City and Zip Code: Chicago, IL 60612

CEO Telephone Number: 312/942-5000

Type of Ownership of Applicants

] Non-profit Corporation B Partnership
O For-profit Corporation | Governmental
X Limited Liability Company M| Sole Proprietorship ' O Other

o Corporations and limited I|abllity companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.
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b APPEND DOCUMENTATION AS ATTACHMENT 1 m NUMERIC SEQUENTIAL ORDER AFTER THE
'LAST PAGE OF.THE APPLICATION FORM:. N S N s

Primary Contact {Person to receive ALL correspondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Palatine, IL 62761

Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 847/776/7004




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects. -

Facility/Project Identification

Facility Name: Rush Oak Brook Surgery Center

Street Address: 2011 York Road

City and Zip Code; Qak Brook, I 60521

County. DuPage Health Service Area. VIl Health Planning Area: A-05
Legislators

State Senator Name: Chris Nybo

State Representative Name:  Patricia R. Bellock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)}

Exact l.egal Name: Rush System for Health

Street Address: 1653 W. Congress Parkway

City and Zip Code: Chicago, IL 60612

Name of Registered Agent. Carl Bergetz

Registered Agent Street Address: 1700 W. Van Buren Street, Suite 301
Registered Agent City and Zip Code:  Chicago, iL 60612

Name of Chief Executive Officer: Larry J. Goodman, MD

CEO Street Address: 1653 W. Congress Parkway

CEQ City and Zip Code: . Chicago, IL. 60612

CEOQ Telephorne Number: 312/942-5000

Type of Ownersh‘ip of Applicants

X Non-profit Corporation [0  Partnership
O For-profit Corporation L] Governmental
Limited Liability Company ] Sole Proprietorship O Other

Corporations and limited liability companies must provide an lllinois certificate of good

standing.
Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.
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LEAST PAGE OF THE APPLICATION FORM: = - 1% = .~ Shr AT :

et

Primary Contact [Person to receive ALL correspondence or inquiries}

Name: Jacob M. Axel

Title: : President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Palatine, IL 62761
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: B47/776/7004




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Rush Oak Brook Surgery Center

Street Address: 2011 York Road

City and Zip Code: Oak Brook, IL 60521

County: DuPage Health Service Area: VI Health Planning Area: A-05
Legislators

State Senator Name: Chris Nybo

State Representative Name:  Patricia R. Bellock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Rush Qak Brook ASC, LLC

Street Address: 2011 York Road

City and Zip Code: Qak Brook, IL 60521

Name of Registered Agent: Carl Bergetz

Registered Agent Street Address: 1700 W. Van Buren Street, Suite 301
Registered Agent City and Zip Code:  Chicago, IL 60612

Name of Chief Executive Officer: Michael J. Dandorph

CEOQ Street Address: 1653 W, Congress Parkway

CEOQ City and Zip Code: Chicago, IL 60612

CEQ Telephone Number: 312/842-5000

Type of Ownership of Applicants

1 Non-profit Corporation 'l Partnership
il For-profit Corporation (J  Governmental
X Limited Liability Company O Sole Proprietorship O Other

o Corporations and limited liability companies must provide an Winois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.
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APPEND DOCUMENTATION AS ATTACHMENT 1 lN NUMERIC SEQUENTIAL ORDER AFTER THE - '
-LAST PAGE.OF THE-APPLICATION FORM. R . , 3 -~

Primary Contact [Person to receive ALL correspondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address. 675 North Court Palatine, IL 62761
Telephone Number: 847/776-7101

E-mail Address. jacobmaxel@msn.com

Fax Number: 847777617004
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for ali projects.

Facility/Project Identification

Facility Name: Rush Oak Brook Surgery Center

Street Address: 2011 York Road

City and Zip Code: Qak Brook, IL 60521

County: DuPage Health Service Area: Vi Health Planning Area: A-05
Legislators

State Senator Name: Chris Nybo

State Representative Name:  Patricia R. Bellock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: MOR Qak Brook ASC, LLC

Street Address: - One Westbrook Corporate Center, #240
City and Zip Code: Westchester, IL 60154

Name of Registered Agent. CT Corporation System

Registered Agent Street Address: 208 S. LaSalle Street, Suite 814
Registered Agent City and Zip Code:  Chicago, IL 60604

Name of Chief Executive Officer: Randal Johnson

CEQ Street Address:. One Westbrook Corporate Center, #240
CEOQ City and Zip Code: Westchester, IL 60154 .
CEOQ Telephone Number: 708/236-2632

Type of Ownership of Applicants

Non-profit Corporation U Partnership
1 For-profit Corporation ] Governmental
X Lirnited Liability Company | Scle Proprietorship O Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.

— e ,_7_. —r—

APPEND DOCUMENTAT!ON AS ATI'ACHMENT 1 IN NUMERIC SEQUENT!AL GRDER AFTER THE

|LASTPAGEOFTHEAPPL!CAT!0NFORM SR I wl e e I

Primary Contact [Person to receive ALL correspondence or inguiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Palatine, IL 62761
Telephone Number. 847/776-7101

E-mail Address; jacobmaxel@msn.com

Fax Number: B47/776/7004




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Rush Ozak Brook Surgery Center

Street Address: 2011 York Road

City and Zip Code: Qak Brook, IL 60521

County: DuPage Health Service Area: VIl Health Planning Area: A-05
Legisiators

State Senator Name: Chris Nybo

State Representative Name:  Patricia R. Bellock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Rush University Medical Center
Street Address: 1653 W. Congress Parkway
City and Zip Code:; Chicago, IL 60612
Name of Registered Agent: Carl Bergetz
| Registered Agent Street Address: 1700 W. Van Buren Street, Suite 301
Registered Agent City and Zip Code: __Chicago, IL 60612
Name of Chief Executive Officer: Larry J. Goodman, MD
CEO Street Address: 1653 W. Cangress Parkway
CEOQ City and Zip Code: . Chicago, IL 60612
CEQ Telephone Number: 312/942-5000

Type of Ownership of Applicants

X Non-profit Corparation | Partnership
O For-profit Corporation ] Governmental
Limited Liability Company O Sole Proprietorship o 'l Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each pariner specifying whether each is a general or limited partner.
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APPEND DOCUMENTATION AS ATTACHMENT 1 iN NUMERIC SEQUENTIAL ORDER AFTER THE
| LAST PAGE OF THE APPLICATIONFORM. -~ =~ e e S,

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Palatine, IL 62761
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 847/776/7004




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
- APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION [. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects. .

Facility/Project ldentification

Facility Name: Rush QOak Brook Surgery Center

Street Address: 2011 York Road

City and Zip Code: Qak Brook, IL 60521

County: DuPage Health Service Area. Vil Health Planning Area. A-05
Legislators ,

State Senator Name: Chris Nybo

State Representative Name:  Patricia R. Bellock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Midwest Orthopaedics at Rush

Street Address: 1611 West Harrison Street

City and Zip Code: Chicago, IL 60612

Name of Registered Agent: CT Corporation System

Registered Agent Street Address: 208 S. LaSalie Street, Suite 814
Registered Agent City and Zip Code:  Chicago, IL 60604

Name of Chief Executive Officer: Randat Johnson, CFO

CEOQ Street Address: One Westhrook Corporate Center, #240
CEO City and Zip Code: Westchester, Il 60154

CEOQ Telephone Number: 708/236-2632

Type of Ownership of Applicants

Non-profit Corporation ] Partnership
] For-profit Corporation O Governmental
X Limited Liability Company O Sole Proprietorship O Other

o Corporations and limited liability companies must provide an Ninois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.

S TR T v = = TR e ————

?sAPPEND DOCUMENTATION AS ATTACHMENT 1 m NUMERIC SEQUENTTA' j.ORDER AFTER THE;_ b

-

LAST PAGE OF THE: APPLICATION FORM:. NP L e o T e

Primary Contact [Person to receive ALL correspondence or inquiries]

Name:; Jacob M. Axel

Title: - President

Company Name: Axel & Associates, Inc.

Address:. 675 North Court Palatine, [l 62761
Telephone Number: B47/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number: 847/776/7004




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for ali projects.

Facility/Project Identiﬁcatio.n

Facility Name: Rush Oak Brook Surgery Center

Street Address: 2011 York Road

City and Zip Code: Ozak Brook, IL 60521

County: DuPage Health Service Area: VI Health Planning Area: A-05
Legislators

State Senator Name: Chris Nybo

State Representative Name:  Patricia R. Bellock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: UA Oak Brook ASC, LLC

Street Address: 1653 W. Congress Parkway
City and Zip Code: Chicago, IL_60612

Name of Registered Agent: CT Corporation System
Registered Agent Street Address: 208 S. LaSalle Street, Suite 814
Registered Agent City and Zip Code: _ Chicago, IL 60604

Name of Chief Executive Officer: Kenneth J. Tuman, MD

CEQO Street Address: 1653 W. Congress Parkway
CEO City and Zip Code: Chicago, IL 60612

CEQ Telephone Number: 312/942-3138

Type of Ownership of Applicants

Non-profit Corporation (1 Partnership
] For-profit Corporation CJ Governmental
X Limited Liability Company O - Sole Proprietorship [ Other

o Corporations and limited fiability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which they are organized and the name and

address of each partner specifying whether each is a general or limited partner.
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APPEND DOCUMENTATION AS ATTACHMENT 1 n NUMERIC SEQUENTIAL ORDER AFTER THE
"LAST PAGE OF THE APPLICATION FORM. . > ~ = i 4 e

Primary Contact [Person to receive ALL cofrespondence or inquiries]
Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address. 675 North Court Palatine, IL 62761
Telephone Number: B847/776-7101

E-mail Address. jacobmaxel@msn.com

Fax Number: 847177617004




[LLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR CHANGE OF OWNERSHIP EXEMPTION

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Rush Oak Brook Surgery Center

Street Address. 2011 York Road

City and Zip Code; Oak Brook, IL 60521

County: DuPage Health Service Area: VI Health Planning Area: A-05
Legislators

State Senator Name; Chris Nybo

State Representative Name:  Patricia R. Bellock

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: University Anesthesiologists, S.C.
Street Address: 1653 W. Congress Parkway

City and Zip Code: Chicago, IL 60612

Name of Registered Agent: CT Corporation System
Registered Agent Street Address: 208 S. LaSalle Street, Suite 814
Registered Agent City and Zip Code:  Chicago, IL 60604

Name of Chief Executive Officer: Kenneth J. Tuman, MD

CEO Street Address: 1653 W. Congress Parkway
CEQ City and Zip Code: Chicago, IL 60612

CEQ Telephone Number: 312/942-3138

Type of Ownership of Applicants

Non-profit Corporation ] Partnership
| For-profit Corporation ] Governmental
X Limited Liability Company ] Sole Proprietorship OJ Other

o Corporations and limited liability companies must provide an lllinois certificate of good
standing.

o Partnerships must provide the name of the state in which they are organized and the name and
address of each partner specifying whether each is a general or limited partner.

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Jacob M. Axel

Title: President

Company Name: Axel & Associates, Inc.

Address: 675 North Court Palatine, IL 62761
Telephone Number: 847/776-7101

E-mail Address: jacobmaxel@msn.com

Fax Number. 847/776/7004




Additional Contact
Person who is also authorized to discuss the application for permit]

Name: Justin T. Johnson

Title: Sr. Corporate Counsel and Associate General Counsel
Company Name:; Rush University Medical Center

Address: ‘ 1700 West Van Buren Street, Suite 301 Chicago, Il. 60612
Telephone Number: 312/942-6886

E-mail Address: Justin_T_ Johnson@rush.edu

Fax Number: 312/942-4233

Additional Contact
[Person who is also authorized to discuss the application for permit]

Name: _ Randal Johnson

Title: CFO

Company Name: Midwest Orthopaedics at Rush, LLC

Address: One Westchester Corporate Center, Suite 240 Westchester, IL 60154
Telephone Number: 708/236-2632

E-mail Address: randal johnsen@rushortho.com

Fax Number:




Post Exemption Contact
[Person to receive all correspondence subsequent to exemptlon issuance-THIS
PERSON MUST BE EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS

DEFINED AT 20 ILCS 3960]

Name: Justin T. Johnson

Title: Sr. Corporate Counsel and Associate General Counsel
Company Name: Rush University Medical Center

Address: 1700 West Van Buren St., Suite 300 Chicago, IL 60612
Telephone Number; 312/942-6886

E-mail Address: Justin_T_ Johnson@rush.edu

Fax Number: 312/942-4233

Site Ownership after the Project is Complete

[Provide this information for each applicable site]

Exact Legal Name of Site OQwner.  Rush QOak 8rook Orthopaedic Center, LLC

Address of Site Owner: c/o Justin T. Johnson 1700 West Van Buren St., Suite 300 Chicago, IL 60612
Street Address or Lega! Description of the Site: 2011 York Road Oak Brook, iL 60521

Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of
ownership are property tax statements, tax assessor’s documentation, deed, notarized statement
of the cogporatlon attesting to ownership, an optlon to lease, a letter of intent to Iease, ora Iease

‘ APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL QRDER AFTER THE \
LAST PAGE OF THE APPLICATION FORM. . A — il

Operating Identity/Licensee after the Project is Complete
[Provide this information for each applicable facility and insert after this page.]
Exact Legal Name: Rush Oak Brook Surgery Center, LLC’

Address: c/o Justin T. Johnson 1700 West Van Buren St., Suite 300 Chicago, IL 60612

O Non-profit Corporation [l Partnership

] For-profit Corporation 'l Governmental

X Limited Liability Company 'l Sole Proprietorship | Other

o Corporations and limited liability companies must provide an lllinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which crganized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownership — _ e

l APPEND DOCUMENTATION AS ATTACHMENT_:} iN NUMER!C SEQUENTIAL ORDER AFTER THE
| LAST-PAGE OF THE APPUCATION FORM. '~ .- S S S S S Ly S L S

Organizational Relationships

Provide (for each applicant) an organizational chart containing the name and relationship of any person or
entity who is related (as defined in Part 1130.140). If the related person or entity is participating in the
development or funding of the project, describe the interest and the amount and type of any financial

conmbuuon = o - — —— ey o — = o — R Do — =

- e

‘APPEND DOCUMENTATION ‘AS ATTACHMENT 4,IN NUMERIC SEQUENTIAL ORDER AFTER THE
i LAST PAGE OF THE APPLICATIONFORM.. . . ERT S
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Narrative Description

In the space below, provide a brief narrative description of the change of ownership. Exptain WHAT is to
be dong in State Board defined terms, NOT WHY it is being done. If the project site does NOT have a
street address, include a legal description of the site.

On October 25, 20186, the lllinois Health Facilities and Services Review Board
awarded Certificate of Need ("CON”) Permit #16-031 for the establishment of a muiti-
specialty ambulatory surgical treatment center (“ASTC”) in Oak Brook, llinois (the
“Project”). The completion date for the Project is June 1, 2019; and the Project is
progressing on schedule.

The applicants for this approved Project were Rush Oak Brook Surgery Center,
LLC (the “Licensee”) and Rush University Medical Center ("‘RUMC"), as the hospital
part-owner in the Licensee; both of which are named as applicants in this Certificate of
Exemption (“COE") application (this “Application”). Also named as applicants in this
Application are: 1) Rush System for Health, an affiliate of RUMC which was reorganized
consistent with COE Permit #E-063-16, following the receipt and obligation of CON
Permit #16-031, into the sole-corporate member of RUMC and parent entity of the Rush
System, 2) Rush Oak Brook ASC, LLC (“Rush Holdco”) the proposed 25% owner in the
Licensee, 3) MOR Oak Brook ASC, LLC (“MOR Holdco”), as the entity proposed to hold
a majority interest in the Licensee, 4), Midwest Orthopaedics at Rush, LLC ("MOR"), as
guarantor of MOR Holdco’s portion of the debt for this Project, 5) UA Oak Brook ASC,
LLC (“Pain Holdco"), the proposed 5% new owner in the Licensee, and 6) University
Anesthesiologists, S.C., as guarantor of Pain Holdco's portion of the debt for this
Project. Guarantors of debt for this Project are responsible for that portion of the debt
that is consistent with the ownership interest in Licensee that would be owned by the
guarantee, as proposed herein.

This Application is the result of two proposed changes to the ownership structure
presented in CON application #16-031. First, the Licensee, as approved, has an
ownership structure under which RUMC, through its wholly-owned subsidiary, Rush
Holdco, holds a 50% ownership interest, and MOR, through its wholly-owned
subsidiary, MOR Holdco, holds a 50% interest in the Licensee. Through this
Application, Rush Holdco's ownership interest in the Licensee would be reduced to 25%
and MOR Holdco's ownership interest in the Licensee would increase to 70%, with 5%
to be owned by Pain Holdco. Second, as presented in CON application #16-031, MOR
Holdco is currently a wholly-owned subsidiary of MOR. This Application proposes that
MOR Holdco be owned by certain physician members of MOR that anticipate
performing procedures at the ASTC and that MOR, itself, would cease fo be an owner in
MOR Holdco and indirectly in the Licensee. Those physicians that would hold a 5% or
greater ownership interest in MOR Holdco are identified in ATTACHMENT 3.

Following the proposed change of ownership, Rush Holdco and MOR Holdco
would retain equal representation on the governing board of the Licensee.

/O




Related Project Costs ‘
Provide the following information, as applicable, with respect to any land related to
the project that will be or has been acquired during the last two calendar years:

Land acquisition is related to project (] Yes X No

Purchase Price: $

Fair Market Value: $

Project Status and Completion Schedules

Outstanding Permits: Does the faciiity have any projects for which the State Board |ssued a permit that
is not complete? Yes _X_ No If yes, indicate the projects by project number and whether the project
will be complete when the exemptlon that is the subject of this application is complete.
__The following two projects are on schedule to be complete by June 1, 2019
# 16-031, Rush Oak Brook Surgery Center (addressed in this COE application)

# 16-032, Rush Oak Brook QOrthopaedic Center

Anticipated exemption completion date (refer to Part 1130.570): within ninety (90) days following
approval of COE application

State Agency Submittals

" | Are the following submittals up to date as applicable:

X Cancer Registry

X APORS

X All formal document requests such as IDPH Questionnaires and Annual Bed Reporis been
submitted

X All reports regarding outstanding permits

Failure to be up to date with these requirements will result in the Application being deemed
incomplete. .

/!




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are;

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general pariners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application s filed on the behalf of _Rush Oak Brook Surgery Center, LLC ___

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct {o the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is

ser7-ith or will be paid upen request.
o —
A

S SIGNATURE
i J. Dandorph
PIRENTED NAME PRINTED NAME
Manager
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribgd and sworn to beforg me Subscribed and sworn to before me
this day of ’wl T i day of
Signature of Notary
Seal Seal

OFFICIAL SEAL
CYNTHIA L. IRWIN
Notary Public - State of linois
My Commission Expires 1/22/2021

*Insert the EXACT legal name of the applicant

/2




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized

representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or

more general pariners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more

beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of _Rush Oak Brook Surgery Center, LLC

in accordance with the requirements and procedures of the lllinois Health Fagilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
‘knowledge and belief. The undersigned also certifies that the fee required for this application is

sent herewith or wiil be paid upon request.

'fL?.V//\—

SIGNATURE SIGNATURE

R anda | Jo kmSon
PRINTED NAME PRINTED NAME

thvluq e

PRINTED TiT\I:E PRINTED TITLE
Notarization; Notarization:
Subscribed and sworp to before me Subscribed and sworn to before me
this J/ _ day of jrmje( (745 this day of
Moy fHe—
Signat(rre of Nofa Signature of Notary
Seal MARY ) PRZYBYLOWCZ Seal

Officiat Seal
d Notary Public - State of lllinois
| My Commission Expires Apr 5, 2021

*Ingert the EXACT legal name of the applicant
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CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liabllity company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a parinership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

¢ Inthe case of estates and trusts two of its beneficiaries (or the sole benefscnary when two or more
beneficiaries do not exist); and .

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of Rush Oak Brook ASC, LLC __

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and Information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herewith or will be paid upon request.

SIGNATURE s ATURE ’
PATRLCI A <S. o N Tomin T mmm
PRINTED NAME PRINTED NAME

l/ P , / e Go wrce Sm-&”\,
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscnbed and sworn to before me

thisl4H_day of Decem b.ev” 20[8 this A day of D@C}yﬂu{% 20’8

Wﬂww WM——

Signature of fdtary Signature of Notary
"OFFICIAL SEAL"

Maritza Ramses
Notary Public, State of 1ltinois

My Commission Expires February 27, 2022

Seal Seal

i "OFFICIAL SEAL"
Maritza Ramses
Notary Public, State of Hlinois

My Commussmn Expires February 27, 2037 4

*Insert the EXACT legal name of the applicant




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized

representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or

more general pattners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more

beneficiaries do not exist); and

o in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of _MOR Oak Brook ASC, LLC ____

in accordance with the requirements and procedures of the illinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on

hehalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are compiete and correct to the best of his or her

knowledge and belief. The undersigned also certifies that the fee required for this application is

sent herewith or will be paid upon request.

o

LA\

SIGNATURE SIGNATURE \)
Nl Veylea Chartes  Bush~ Jotepy
PRINTED NAME PRINTED NAME
Member M ember
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Subscribed and sworn to before me

this _// day of

ccery pea 48

Seal MARY J PRZYBYLOWICZ
: Cfficial Seal

Notary Public - State of lilinots
My Commission Expires Apr 8, 2021

*Insert the EXACT legal name of the applicant

Subscribed and sworn to before me
this // _day of Lecemfox R4/8

P (). ford—

Stgnat;(regf Nr%ryb

Seal

MARY J PRZYBYLOWICZ
Official Seal

Notary Public - State of lllinois
d My Commission Expires Aprg, 2021 -




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o in the case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its benefi iciaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of _Midwest Orthopaedics at Rush, LLC ____

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned aiso certifies that the fee required for this application is
sent herewith or will be paid upon request.

W U\f‘@?%\

SIGNATURE SIGNATURE
Nime W Vg € hawtes BusbJestpt,
PRINTED NAME PRINTED NAME
M ewmber M&m ber
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before me Subscribed and sworn to before me

this // day of &mmagazg this // _ day of_Lleo e m Sz A 6)0/6

Koy ) ///

ésgnatu(e of Notarﬁ Signatdre6f Not

Seal MARY ) PRZYBYLOWICZ ' Seal

Official Seal

MARY | PRZYBYLOWICZ
Official Seal

Notary Public - State of lllinois
My Commission Expires Apr 9, 2021

Notary Public - State of llinois
: My Commission Expires Apr 9, 2021

*Insert the EXACT legal name of the applicant
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CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general pariners (or the sole general partner, when two or
more general partners do not exist),

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o in the case of a sole praprietor, the individual that is the proprietor.

This Application is filed on the behalf of Rush System for Health

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.

The undersigned certifies that he or she has the authority to execute and file this Application on

behalf of the applicant entity. The undersigned further certifies that the data and information

provided herein, and appended hereto, are complete and correct to the hest of his or her

knowledge and belief. The undersigned also certifies that the fee required for this application is
jth or will be paid upon request.

sent herew

A/ Mrked

SIBGNATURE

\)_)\,\.-\ P Mar\skm)\

PRINTED NAME

Subscribed and swern to before me
thi day of A

L,

Sigr%afure of Notar({(

Seal

OFFICIAL SEAL
CYNTHIA L. IRWIN
Notary Public - State of Blinois
My Commission Expires 1/22/2021

*Insert the EXACT legal name of the applicant

President (byot Crovncd JPri.—
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Subscribed and sworn to before me
this day of

Signature of Notary

Seal

/¢




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are.

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any twe of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o in the case of a partnership, two of its general partners (or the sole general pariner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
heneficiaries do not exist); and ’

o in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behatf of __Rush University Medical Center

in accordance with the requirements and procedures of the lllinois Health Facilities Planhning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is

sent herewith or will be paid upon request.

SIGMATURE
\) e l'\—\ F- M JP*QWJ\
PRINTSD.NAME PRINTED NAME
PrESident (,('\l 3 /'. F’] f\.kr\u—.’ -)'(, 1 e
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:

Subscribgd and swarn to before me
this day of R
‘ f /&M"—/

Signgture of Notary" -

OFFICIAL SEAL -
CYNTHIA L. IRWIN

Notary Public - State of lllinois

d My Commission Expires 1/22/2021

Seal

*Insert the EXACT legal name of the applicant

Subscribed and sworn to before me
this day of

Signature of Notary

Seal

/7




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
| representatives are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o in the case of a parinership, two of its general partners (or the sole general partner, when fwo or
more general partners do not exist), :

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o in the case of a sole proprietor, the individual that is the proprietor.

This Application is filed on the behalf of University Anesthesiologists, S.C. ____

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herewith or wi paid ulpon request.

Z//

SIGNATURE ‘ SIGNATURE
ENNETH 75;4& MO
PRINTED NAME PRINTED NAME
PeesidenT & SErRETARY
PRINTED TITLE . PRINTED TITLE
Notarization: ' Notarization:
Subsgribed and sworn to before me Subscribed and sworn to before me
this {I1# day of JECEMBER 2018 this day of
Sigrature of Notary Signature of Notary
eal OFFICIAL SEAL Seal
JOHN F RANODS

Notary Public - State of lllinais
My Commission Expires May 29, 2019

P - exprae L

*Insert the EXACT legal name of the applicant




CERTIFICATION

The Application must be signed by the authorized representatives of the applicant entity. Authorized
representatives are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

1( in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the scle general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole heneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole prdprietor, the individual that is the proprietor.

This Application is filed on the behalfof ___ UA Oak Brook ASC, LLC

in accordance with the requirements and procedures of the Illinois Health Faculltles Planning Act.
The undersigned certifies that he or she has the authority fo execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this apphcatlon is
sent herewith or will be paid upon request.

7~

SIGNATURE SIGNATURE
A T
éivent "/ uman mo
PRINTED NAME PRINTED NAME
(2610 evr f’ﬁfMA&éﬁ
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and sworn to before meZD Subscribed and sworn to before me
this \ay& DECEMPER. 2018 this day of
S:gn ure of Notary Signature of Notary

Seal OFFICIAL SEAL i Seal
JOHN F RANOS

Notary Public - State of lllincis
4 My Commission Expires May 29, 2019

*Insert the EXACT legal name of the applicant
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SECTION Il. BACKGROUND.

BACKGROUND OF APPLICANT

1. Alisting of afl heaith care facilities owned or operated by the applicant, including ficensing, and
certification if applicable.

2. A certified listing of any adverse action taken against any facility owned and/or operated by the
applicant during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify. the
information submitted, including, but not limited to: official records of DPH or other State
agencies; the licensing or certification records of other states, when applicable; and the records of
nationally recognized accreditation organizations. Failure to provide such authorization shall
constitute an abandonment or withdrawal of the application without any further action by
HFSRB.

4. If, during a given calendar year, an applicant submits more than one Application, the
documentation provided with the prior applications may be utilized to fulfill the information
requirements of this criterion. In such instances, the applicant shall attest that the information
was previously provided, cite the project number of the prior application, and certify that no
changes have occurred regarding the information that has been previously provided. The
applicant is able to submit amendments to previously submitted information, as needed, to
update and/or ciarify data.

AR : N ; LT

“APPEND DOCUMENTATION AS ATTACHMENT.S, iN NUMERIC SEQUENTIAL ORDER AFTER THE:

e . . :

LAST PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIEDIN . . -

"ATTACHMENTS: .« -




SECTION lll. CHANGE OF OWNERSHIP (CHOW)

Transaction Type. Check the Following that Applies to the Transaction:

O

I O W

R

Purchase resulting in the issuance of a license to an entity different from current licensee.
Lease resulting in the issuance of a license to an entity different from current licensee.

Stock transfer resulting in the issuance of a license to a different entity from current licensee.
Stock transfer resulting in no change from current licensee.

Assignment or transfer of assets resulting in the issuance of a license to an entity different from the
current licensee.

Assignment or transfer of assets not resulting in the issuance of a license to an entity different from
the current licensee.

Change in membership or sponsorship of a not-for-profit corporation that is the ficensed entity.

Change of 50% or more of the voting members of a not-for-profit corporation’s board of directors
that controls a health care facility’s operations, license, certification or physical piant and assets.

Change in the sponsorship or control of the person who is licensed, certified or owns the physical
plant and assets of a governmental health care facility.

Sale or transfer of the physical plant and related assets of a health care facility not resulting in a
change of current ficensee.

Change of ownership among related persons resulting in a license being issued to an entity
different from the current licensee

Change of ownership among related persons that does not result in a license being issued to an
entity different from the current licensee.

Any other transaction that results in a person obtaining control of a health care facility's operation or

physical plant and assets and explain in “Narrative Description.”

z/







1130.520 Requirements for Exemptions Involving the Change of Ownership of a
Health Care Facility :

1. Prior to acquiring or entering into a contract to acquire an existing heaith care facility, a
person shatl submit an apptication for exemption to HFSRB, submit the required
application-processing fee (see Section 1130.230) and receive approval from HFSRB.

2. If the transaction is not completed according to the key terms submitted in the exemption
application, a new application is required.

3 READ the applicable review criteria outlined below and submit the required
documentation (key terms) for the criteria:
APPLICABLE REVIEW CRITERIA CHOW
1130.520(b){(1)(A) - Names of the parties X
1130.520(b){(1)(B) - Background of the parties, which shall X

include proof that the applicant is fit, willing, able, and has the

1 qualifications, background and character to adequately provide a
proper standard of health service for the community by certifying
that no adverse action has been taken against the applicant by
the federal government, licensing or certifying bodies, or any
other agency of the State of lllinois against any health care
facility owned or operated by the applicant, directly or indirectly,
within three years preceding the filing of the application.

{ 1430.520(b)(1)(C) - Structure of the transaction ‘ X

1130.520(b)(1}(D) - Name of the person who will be licensed or
certified entity after the transaction

1130.520(b)(1)(E) - List of the ownership or membership X
interests in such licensed or certified entity both prior to and after
the transaction, including a description of the applicant's
organizational structure with a listing of confrolling or subsidiary

persons.

1130.520(b)(1){(F) - Fair market value of assets tobe . X
transferred. .
1130.520(b)(1){(G) - The purchase price or other forms of X
consideration to be provided for those assets. [20 ILCS

3960/8.5(a)]

1130.520(b)(2) - Affirmation that any projects for which permits X

have been issued have been completed or will be completed or
altered in accordance with the provisions of this Section

1130.520(b)(3) - If the ownership change is for a hospital, X
affirmation that the facility will not adopt a more restrictive charity
ccare policy than the policy that was in effect one year prior to the
transaction. The hospital must provide affirmation that the
compliant charity care policy will remain in effect for a two-year
period following the change of ownership transaction

1130.520(b}(4) - A statement as fo the anticipated benefits of X
the proposed changes in ownership to the community

1130.520(b)}(5) - The anticipated or potential cost savings, if . X
any, that will result for the community and the facility because of
the change in ownership;

Z2¢



1130.520({b)(6) - A description of the facility's quality X
improvement program mechanism that will be utilized to assure
quality control;

1130.520(b)}{7) - A description of the selection process that the X
acquiring entity will use to setect the facility's governing body;

1 1130.520(b}{8) - A statement that the applicant has prepared a | X
wriften response addressing the review criteria contained in 77 Ill.
Adm. Code 1110.240 and that the response is available for public
review on the premises of the health care facility

1130.520{b)(9)- A description or summary of any proposed X
changes to the scope of services or levels of care currently
provided at the facility that are anticipated to occur within 24
months after acquisition.

‘APPEND DOCUMENTAT%ON AS ATTACHMENT 5, IN NUMERIC SEQUENTIAL ORDER AFTER THE
LAST;PAGE OF THE APPLICATION FORM. -0 i PR

- R S PSR ST T

23



SECTION IV.CHARITY CARE INFORMATION

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three
audited fiscal years, the cost of charity care and the ratio of that charity care cost to net patient
revenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual

facility located in lllinois. If charity care costs are reported on a consolidated basis, the applicant
shall provide documentation as to the cost of charity care; the ratio of that charity care to the net
patient revenue for the consolidated financial statement; the allocation of chanty care costs, and
the ratio of charity care cost to net patient revenue for the facility under review.

3 If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer
source, anticipated charity care expense and projected ratio of charity care to net patient revenue
by the end of its second year of operation.

Charity care” means care provided by a health care facility for which the provider does not expect
to receive payment from the patient or a third-party payer (20 ILCS 3960/3). Charity Care must be
provided at cost.

A table in the following format must be provided for all facilities as part of Attachment 7.

CHARITY CARE
Year Year - Year
Net Patient Revenue
Amount of Charity Care
(charges)
Cost of Charity Care

.-M_ it e e ._u..ﬁ e ,_ﬁ;.,_ar - -.“.H._u. \.4..9-...{ .-..pg—q..-fu,m TR e i, AR E T B T i
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File Number 0589831-5

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

RUSH OAK BROOK SURGERY CENTER, LLC, HAVING ORGANIZED IN THE STATE OF
{L1INOTS ON JULY 14, 2016, APPEARS TO HAVE COMPLIED WIiTH ALL PROVISIONS OF
THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN
GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF
ILLINOIS. ' '

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 20TH

day of SEPTEMBER A.D. 2018

= f,j 1B I y f
R N '
Authentication # 1826301734 verifiable until 09/20/2019 M

Authenticate at; hitp://www.cyberdriveillinots.com
secretary o state . ATTACHMENT 1

28"



File Number ~ 0589827-7

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of 1llinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
RUSH OAK BROOK ASC, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS ON
JULY 14,2016, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE LIMITED
LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ILLINOIS.

InTestimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of

the State of Illinois, this 13TH
day of DECEMBER A.D. 2018

WS- s
M I ‘li': y :n ’ ¢
N, AT L Lad
G 26 X ,
Authentication #: 1834702500 verifiable until 12/13/2019 M .

Authenticate at: http://www.cyberdriveiliinois.com
secrevasy of sTate ATTACHMENT 1

254



File Number 0200-214-1

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of llinois, do hereby

certify that I am the keeper of the records of the Department of

Business Services. I certify that
RUSH UNIVERSITY MEDICAL CENTER, A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON JULY 21, 1883, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC

' CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 17TH

dayof JULY AD. 2018 .

Au&xe‘nﬁdaﬁm#.'iaigaomsnvaﬁﬁmmw-ammmg % v Y, o o
Authenticate at: hitp:/www.cyberdriveiinois.com ' e A TR RN
secreTany or svate A L LACHMENT1

5



File Number 5852-111-6

3

s

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

RUSH SYSTEM FOR HEALTH, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON SEPTEMBER 22, 1995, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT
OF THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof,1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 17TH

day of JULY A.D. 2018

0 \\; ey _
5 “ 7 .
’
Authentication # 1819801066 verifieble until 071 7/2019 W W

Authenticate at: http:/fwww.cyberdrivefllinols.com
secheTaRy oF state ATTACHMENT 1




File Number ' 0567813-7

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

MOR OAK BROOK ASC, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS ON MAY
13, 2016, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE LIMITED
LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ILLINOIS.

InTestimony Whereof,I hereto set
my hand and cause to be affixed the Great Seal of

the State of Illinois, this 20TH
day of SEPTEMBER A.D. 2018 .

h) = ‘ 4 m.lm:
Authentication #: 1826301726 verifiable until 09/20/2019 M :

Authenticate at; http:/imwww.cyberdriveillinois.com
secrerany of state ATTACHMENT 1

A




File Number 0091959-4

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that

MIDWEST ORTHOPAEDICS AT RUSH, LL.C, HAVING ORGANIZED IN THE STATE OF
TLLINOIS ON MAY 15, 2003, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF
THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN
GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF

ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 6TH

day of DECEMBER A.D. 2018

) B oeis
7 S
. N, el ,
Authentication #: 1834000936 verifiable until 12/06/2019 M

Atuthenticate at: http://www.cyberdriveillinois.com
secretary of sTate ATTACHMENT 1
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~ File Number 0711627-6

To all to whom these Presents Shall Come, Greeling:

I, Jesse White, Secretary of State of the State of lllinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
UA OAK BROOK ASC, LLC, HAVING ORGANIZED IN THE STATE OF ILLINOIS ON
SEPTEMBER 12, 2018, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE
LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 6TH

day of DECEMBER A.D. 2018

] . Ry 4/ X
23 : 7t ‘ : 'a;:j}“{.
WL Sk A
ety = ’,,
Authentication #: 1834001406 verifiable until 12/06/2019 \_W,& W

Authenticate at: http://iwww.cyberdriveillinois.com )
secrevary oF sTate ATTACHMENT 1

20




File Number 5234-978-8

e

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
UNIVERSITY ANESTHESIOLOGISTS, S.C., A DOMESTIC CORPORATION, INCORPORATED
UNDER THE LAWS OF THIS STATE ON APRIL 03, 1981, APPEARS TO HAVE COMPLIED
WITH ALL THE PROVISIONS OF THE BUSINESS CORPORATION ACT OF THIS STATE
RELATING TO THE PAYMENT OF FRANCHISE TAXES, AND AS OF THIS DATE, IS IN
GOOD STANDING AS A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 6TH

day of DECEMBER A.D. 2013

T u ‘I‘i,'lllf u
R el = »
Authentication #: 1834001244 verifiable until 12/06/2018 M

Authenticate at: http://'www.cyberdriveillinois.com - -
secretary oF state ATTACHMENT 1

3/




Brook Orthopaedic Center

Rush Oak

October 3, 2018

Illinois Health Facilities and
Services Review Board
Springfield, IL

To Whom It May Concern:

I hereby certify on behalf of Rush Oak Brook Orthopaedic Center, LLC that Rush Oak Brook
Orthopaedic Center, LLC is the owner of the medical clinics building currently under
construction at 2011 York Road in Oak Brook, Illinois.

Sincerely,

Manager

ELIZABETH-D NEARY
Official Seat
Notary Publi¢ - State of IHlinois

My Commission Expires Jun 10, 2020

Edmp otk D Uw%

10/3/1¢

Notarized:

One Westbrook Corporate Center, Suite 240, Westchester, It 60184T TACHMENT 2
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File Number 0589831-5

gL

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
RUSH OAK BROOK SURGERY CENTER, LLC, HAVING ORGANIZED IN THE STATE OF
ILLINOIS ON JULY 14, 2016, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF
THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN
GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF

ILLINOIS.

InTestimony Whereof, I hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 20TH

day of SEPTEMBER A.D. 2018 .

G. 26m 1 X
Authentication #: 1826301734 verifiable until 09/20/2019 M

Authenticate at: hitp:/fwww cyberdriveillinois.com
secreTary oF stare. ATTACHMENT3
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OPERATING IDENTITY/LICENSEE

The following individuals, directly or indirectly, hold a 5.00% or greater interest in MOR

Oak Brook ASC, LLC, which is proposed to hold a 70% ownership interest in the licensee:

Richard Berger, MD
Charles Bush-Joseph, MD
Brian Cole, MD

John Fernandez, MD
Brian Forsythe, MD

Tad Gerlinger, MD

Shane Nho, MD

Kern Singh, MD

Scott Sporer, MD

Nikhil Verma, MD

7.35%
5.88%
8.46%
6.62%
5.88%
7.35%
5.88%
7.35%
7.35%
5.88%

1611 West Harrison Street Chicago, IL

- 1611 West Harrison Street Chicago, 1L

1611 West Harrison Street Chicago, IL
1611 West Harrison Street Chicago, IL
1611 West Harrison Street Chicago, IL
1611 West Harrison Street Chicago, IL
1611 West Harrison Street Chicago, IL
1611 West Harrison Street Chicago, IL
1611 West Harrison Street Chicago, IL
1611 West Harrison Street Chicago, IL

ATTACHMENT 3
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Rush System for Health

(Illinois NFP Corp.)

100%

Rush University Medical Center

{(Illinois NFP Corp.)

University Anesthesiologists,
S.C.

(Ilinois Corp.)

100%

Rush Oak Brook ASC, LLC

{llinois LLC)

UA Oak Brook ASC, LLC

(Hlinois LLC)

25%

5%

Proposed Ownership
(subject to IHFSRB approval)

Individual Physicians

100%

MOR Oak Brook ASC, LLC

(llinois LLC)

70%

| jRush Qak Brook Surgery Center, LLC

- {“ASC Joint Venture” — lilinois LLC)




BACKGROUND OF THE APPLICANT

Applicant Rush -University Medical Center, or its sole corporate member and parent
entity of the Rush System, Rush System for. Health (also an Applicant), maintains ultimate

ownership or control in the following licensed entities:

o Rush University Medical Center (100%)

e ' Rush Oak Park Hospital (100%)

e Copley Memorial Hospital (100%)

e Rush SurgiCenter at the Professional Building, Ltd. (51.08%)

Photocopies of the IDPH licenses for each of the four facilities identified above are

attached.

On August 6, 2018 Rush University Medical Center and Rush System for Health filed
Cerﬁﬁcate of Need (“CON”) application #18-023, addressing the -establishment of Rush
University Medical Center New Ambulatory Care Building. A CON Permit for that project was
awarded on October 30, 2018.

Applicant MOR Oak Brook ASC, LLC does not hold an ownership interest in any IDPH-
licensed facility. For purposes of full disclosure, the Applicants note that Midwest Orthopaedics
at Rush, LLC owns a 39.14% intérest in Rush SurgiCenter at the Professional Building, Ltd. The
physician investors identified in ATTACHMENT 3 are all members of Midwest Orthopaedics at

Rush, LLC.

ATTACHMENT 5
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Office of Legal Affairs Tel: 312.942.6886

Triang'e Office Building Fax: 312.942.4233
1700 W, Van Buren 5t. www.rush.edu
Suite 301 Carl_Bergetz@rush.edu

Chicago, 1L 60612

Carl Bergetz
[ ] 5 : Chief Legal Officer

Rush University Medical Center
General Counsel & Senior Vice President

I hereby certify that no adverse action has been taken against Rush University Medical
Center, directly or indirectly, within three (3) years prior to the filing of this Apphcauon
For the purposes of this letter, the term “adverse action” has the meaning given to it in the
[linois Administrative Code, Title 77, Section 1130.

I hereby authorize HFSRB and IDPH to access any documents which it finds necessary to
verify any information submitted, including, but not limited to: official records of IDPH
or other State agencies and the records of nationally recognized accreditation
organizations.

Carl Bergetz 1D, <~ (_
Senior Vice President & General Counsel

"OFFICIAL SEAL"
Maritza Ramses
Notary Publie, State of Hfinois
My Commission Expires Febraasy 27, 2022

Subscnbed and sworn to before me this
; * 52018

ATTACHMENT 5

Rush is a not-for-profit health care, education and research enterprise comprising Rush Unive : Center, Rush University, Rush Ozk Park Hospital and Rush Health.
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lllinois Department of H 1 1 8 7 52
PUBLIC HEALTH

The person, firm or corporatian whose hamo eppesrs on this cerlificale has complied with iha provisions of
&7, the inois stalwies and’or fules and reguictons and s hereby authorizoed to engagh in the activity es
-2 indicated below.

Nirav D. Shah, M.D..J.D. - Prpbesdbduihli
Director _ Pty Hedn
‘EJ(P"F_AYPQM DATE CATEGCDRY i LOy BELAMSTEY
11/17/2019 , 0004671

General Hospital

Effective: 11/18/2018

Copley Memorial Hospital
2000 Ogden Ave
Aurora, IL 60504

The faor of thiz keoner e & oolored baskancund, Printed by Muthonty of the Stata of fngs » FO. #E240 SM 5716 z;

“&&&E@&&Q@Eﬁ@@@&%&@&&&@&ﬁ% AEATAEAEALAL

S5 %mmﬁggﬁwmgﬁggﬁﬁ

DISPLAY THIS PART INA
CONSPICUQUS-PLACE

Exp. Date 11/17/2019
Lic Number '_ 0004671

Date Printed 10/1272018

- Copley Memorial Hospital

2000 Ogden Ave
Aurora, IL 60504

FEE AECEIPT NO.
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‘CONSPICUOUS PLACE ™

Exp. Daté 6/30/2019
Lic Number 0001750
Date Printed 5/15/2018

Rush Oak Park Hospital, inc.

520 South Maple Avenue. -

Oak Park, IL. 60304

FEE RECEIPT NO.
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Review Criterion 1130.520(b)(1)(A)
NAMES OF PARTIES

The operati_ng entity/licensee is currently, and will continue to be Rush Oak Brook
Surgery Center, LLC, 70% of which will be pwned by MOR Oak Brook ASC, LLC, 25% of
whi-ch will be owned by Rush Oak Brooi( ASC,lLLC, and 5% of which will be owned by UA
Oak Brook ASC, LLC. Please refer to this Application’s Na_rrative Description for additional

information relating to other Applicants.

ATTACHMENT 6
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Review Criterion 1130.520(b)}(1)(B)
BACKGROUND OF THE PARTIES

Please see “Adverse Action” statements contained in ATTACHMENT 5.

ATTACHMENT 6
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Review Criterion 1130.520(b)(1)(C)
STRUCTURE OF THE TRANSACTION

The project, as being proposed through this Certificate of Exemption application, is a
joint venture between Rush Oak Brook ASC, LLC, a wholly-owned subsidiary of Rush
University Medical Center, MOR Oak Brook ASC, LLC, an affiliate of Midwest Orthopaedics at
Rush, LLC, and UA OQak Brook ASC, LLC, a wholly—‘owned subsidiary of University
Anesthesiologists, S.C..- As originally approved, as Permit #16-031, Rush Oak Brook ASC, LLC
and MOR Oak Brook ASC, LLC each currently own a 50% interest in Rush Oak Brook Surgery
Center, LLC. Through the proposed change of ownership, Rush Oak Brook ASC, LLC’s
ownership interest in Rush Oak Brook Surgery Center, LLC will decrease to 25%, MOR Oak
Brook ASC, LLC’s ownership interest will increase to 70%, and UA Oak Brook ASC, LLC will

own a 5% interest in the operating entity/licensee.
1 P g

For further information relating to the structure of the proposed transaction, please refer

to the Narrative Description in this Application.

ATTACHMENT 6
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Review Criterion 1130.520(b)(1)(D)
LICENSEE OR CERTIFIED ENTITY

)

. The proposed change of ownership does not involve a change to the licensee, as

identificd in CON Permit 16-031.
The certified entity/licensee to which correspondence should be addressed is:

Rush Oak Brook Surgery Center, LLC
c/o Justin T. Johnson

Rush University Medical Center

1700 West Van Buren Street, Suite 301
Chicago, IL 60612

ATTACHMENT 6
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Review Criterion 1130.520(b)(1)(E)
OWNERSHIP INTERESTS IN LICENSED FACILITIES

Applicant Rush University Medical Center, or its sole corporate member and parent
entity of the Rush System, Rush System for Health (also an Applicant), maintains ultimate

ownership or membership interests in the following licensed entities:

¢ Rush University Medical Center (100%)

¢ Rush Oak Park Hospital (100%)

o Copley Memorial Hospital (100%) _

e Rush SurgiCenter at the Professional Building, Ltd. (51.08%)

ATTACHMENT 6
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Review Criterion 1130.520(b)(1)(F)
FAIR MARKET VALUE OF ASSETS TO BE TRANSFERRED

For the purposes of this Certificate of Exemption Application, the current fair market
value of the ambulatory surgical treatment center is Permit #16-031°s approved project cost of

$21,766,530.

ATTACHMENT 6



Review Criterion 1130.520(b)(1)(G)
PURCHASE PRICE OR OTHER FORMS OF CONSIDERATION

The cost associated with the development of the ambulatory surgical treatment center per
the Certificate of Need Permit #16-031, is $11,368,011 (the permit amount less the fair market
value of leased space); $1,136,801 of which is to be funded by cash from Rush Oak Brook
Surgery Center, LLC, the licensee/operating entity. With MOR Oak Brook ASC, LLC’s
ownership interest in the operating entity increasing from 50% to 70% via the proposed change
of ownership, MOR Oak Brook ASC, LLC will be responsible for an additional cash
contribution of $227,360. In addition, as a result of UA Oak Brook ASC, LLC’s acquisition of a
5% ownership share, that ientity will be responsible for a cash contributioﬁ of $56,840.

ATTACHMENT 6



Review Criterion 1130.520(b)(2) |
AFFIRMATION RELATING TO THE COMPLETION OF PROJECTS

Certificate of Need Permit #16-032 addresses the development of a medical clinics
building, and Certificate of Need Permit #16-031 addresses the establishment of a multi-
specialty ambulatory surgical treatment center to be located in the proposed medical clinics
building, and is addressed in this Certificate of Exemption Application. - Both projects have June

1, 2019 project completion dates, and both projects are proceeding on schedule.

With the signatures provided on the Certification pages of this Certificate of Exemption
Application, the Applicants affirm that projects #16-031 and #16-032 will be completed as
approved, and that all reports related to the completion of those projects will be provided,

consistent with applicable IHFSRB requirements.

ATTACHMENT 6
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Review Criterion 1130.520(b)(4)
BENEFITS TO THE COMMUNITY

Due to the very limited nature of the proposed change of ownership, with the proposed
change being limited primarily to the distribution of ownership interests among the current .
owners of the operating entity/licensee, no benefits or detriments to the community are

anticipated.

ATTACHMENT 6



Review Criterion 1130.520(b)(5)
RESULTANT COST SAVINGS

Due to the very limited nature of the proposed change of ownership, with thg proposed
change being primarily limited to the distribution of ownership interests among the current
owners of the operating entity/licensee, no cost savings or additional costs are anticipated for

either the community or the Applicants.

ATTACHMENT 6
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Review Criterion 1130.520(b)(6)
QUALITY IMPROVEMENT PROGRAM

The quality control program to be implemented at Rush Oak Brook Surgery Center will
not change in any fashion as a resuli of the change of ownership ‘proposed through this
Certificate of Exemption Application. The quality control program will be physician-led, and
modeled after the programs in place at all facﬂities in the Rush System providing outpatient
surgery services, including Rush SurgiCenter at the Professional Building. Included in the
program will be regularly scheduled reviews of patient outcomes, operafional practices, and

patient care-related incidents, should any occur.

ATTACHMENT 6



Review Criterion 1130.520(b)(7)
SELECTION OF GOVERNING BODY

The ambulatory surgical treatment center will be managed by a Board of Managers, with
three members appointed by Rush Oak Brook ASC, LLC, the wholly-o%ed subsidiary of Rush
University Medical Center and three members appointed by MOR Oak Brook ASC, LLC, the
affiliate of Midwest Orthopaedics at Rush, LLC.

ATTACHMENT 6
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Review Criterion 1130.520(b)(9)
PROPOSED CHANGES TO THE SCOPE OF SERVICES

The Certificate of Need application #16-031 for the approved project identified the
following surgical specialties as specialties to be provided in the ambulatory surgical treatment

center:

e orthopaedic surgery

e gastroenterology

e general surgery

e gynecological surgery
¢ plastic surgery

¢ pain management

e vascular surgery

e otolaryngology

¢ urological surgery

There are no current plans to add any additional surgical specialties within 24 months of

the proposed change of ownership.

ATTACHMENT 6
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CHARITY CARE

Rush University Medical Center

CHARITY CARE

2015

2016

2017

Net Patient Revenue

$1,081,808,000

$1,170,781,000

$1,211,537,000 |

54

Amount of Charity Care (charges) $82,762,047 $78,396,404 '$81,830,055
Cost of Charity Care $20,805,851 $19,934,173 $21,603,793
Rush Qak Park Hospital
CHARITY CARE
2015 2016 2017

Net Patient Revenue $123,499,000 $131,233,000 $137,305,456
Amount of Charity Care (charges) $10,512,470 $11,366,142 $11,893,004
Cost of Charity Care $2,628,249 $2.763,806 $2,796,880

Rush-Copley Medical Center
CHARITY CARE
2015 2016 - 2017

Net Patient Revenue $328,203,000 $335,283,000 $344,619,000
Amount of Charity Care (charges) $25,701,899 $25 987,076 $27,404,717
Cost of Charity Care $4,393,509 $4,548 664 $4,965,373

Rush SurgiCenter — Professional Building
CHARITY CARE
2015 2016 2017
Net Patient Revenue $18,220,312 $21,811,265 $24,329,587
Amount of Charity Care (charges) 30 $0
Cost of Charity Care $0 $0
ATTACHMENT 7
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After paginating the entire completed application indicate, in the chart below, the page
numbers for the included attachments:

INDEX OF ATTACHMENTS
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2 | Site Ownership 32
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identified with the % of ownership. 33
4 1 Organizationai Relationships (Organizational Chart) Certificate of
Good Standing Efe. ‘ 35
5 | Background of the Applicant ‘ 36
6 | Change of Ownership ) ) 42
7 | Charity Care information , ‘ ‘ 55




Axel & Associates_, .lrgc.

MANAGEMENT CONSULTANTS

by overnight delivery

December 13, 2018

Ms. Courtney Avery

Administrator

Illinois Health Facilities and
Services Review Board

525 West Jefferson

Springficld, IL 62761

Dear Ms, Avery:

Enclosed please find two copies of a Certificate of Exemption (“COE™)
application addressing the change of ownership of Rush Oak Brook Surgery Center.

The application is accompanied with a check, in the amount of $2,500.00, as a
filing fee.

Should any additional information be required, please do not hesitate to contact

me.
Sincerely,
acob M. Axel
President
enclosures
675 North Court, Suite 210 Phone (847) 776-7101

Palatine, Hlinois 60067 Fax (847) 776-7004



